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Introduction
Telemedicine (i.e. medicine practised at a distance) has been 
used to improve health care delivery in a wide range of ap-
plications. To date, most of the work has taken place in in-
dustrialized countries and there is relatively little experience 
in the developing world.1 Telemedicine’s fundamental benefit 
is in improving access to care, and in the developing world 
such access is often poor.1 Thus, telemedicine may provide a 
useful way to reduce inequities and strengthen health systems 
in developing countries.
In 2005, the World Health Organization (WHO) es-
tablished a global observatory for e-health to monitor the 
development of information and communications technolo-
gies (ICT) for health care – including telemedicine – and to 
provide reliable information and guidance on best practices, 
policies and standards. According to a recent survey, tele-
medicine has progressed far less in lower-income countries 
than in high-income countries both in terms of the propor-
tion of countries with established services and the proportion 
offering pilot telemedicine services.2 Nonetheless, several 
telemedicine networks around the world deliver humanitar-
ian services on a routine basis, many to low-income coun-
tries. These networks provide tele-consultations for physi-
cians and other health professionals needing advice about 
the clinical management of difficult cases, and some also 
provide education. Store-and-forward methods (e.g. e-mail) 
are often used for communication because they are gener-
ally cheaper and more convenient, but real-time methods 
(e.g. video links) are also used when required. Telemedicine 
networks delivering humanitarian services may be of inter-
est to decision-makers considering wider implementation. 
Existing networks employ different organizational models 
and provide different kinds of services, and what represents 
best practice is unclear. Furthermore, data about network 
activities and performance are lacking.
To ensure effective and appropriate use of telemedi-
cine in resource-limited settings, implementation must be 
guided by more and better evidence.3 The objective of the 
present paper is to summarize the experience gained so 
far with long-running telemedicine networks delivering 
humanitarian services; it looks at general information, 
network performance and scientific output. Long-running 
networks were selected for study because lack of pro-
gramme sustainability is a commonly reported problem 
in telemedicine.
Methods
The work was conducted in three stages: (1) identifying rel-
evant telemedicine networks; (2) collecting information about 
their activities, and (3) summarizing the resulting data.
Objective To summarize the experience, performance and scientific output of long-running telemedicine networks delivering humanitarian 
services.
Methods Nine long-running networks – those operating for five years or more – were identified and seven provided detailed information 
about their activities, including performance and scientific output. Information was extracted from peer-reviewed papers describing the 
networks’ study design, effectiveness, quality, economics, provision of access to care and sustainability. The strength of the evidence was 
scored as none, poor, average or good.
Findings The seven networks had been operating for a median of 11 years (range: 5–15). All networks provided clinical tele-consultations 
for humanitarian purposes using store-and-forward methods and five were also involved in some form of education. The smallest network 
had 15 experts and the largest had more than 500. The clinical caseload was 50 to 500 cases a year. A total of 59 papers had been published 
by the networks, and 44 were listed in Medline. Based on study design, the strength of the evidence was generally poor by conventional 
standards (e.g. 29 papers described non-controlled clinical series). Over half of the papers provided evidence of sustainability and improved 
access to care. Uncertain funding was a common risk factor.
Conclusion Improved collaboration between networks could help attenuate the lack of resources reported by some networks and improve 
sustainability. Although the evidence base is weak, the networks appear to offer sustainable and clinically useful services. These findings 
may interest decision-makers in developing countries considering starting, supporting or joining similar telemedicine networks.
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Network selection
Long-running telemedicine networks 
delivering humanitarian services were 
identified. In this context, “long-run-
ning” was defined as having existed for 
5 years or more. “Telemedicine” was 
defined as clinical and educational work 
at a distance. “Humanitarian services” 
were defined as actions designed to save 
lives, alleviate suffering and maintain 
human dignity delivered uncondition-
ally (i.e. without seeking payment 
from their recipients). These networks 
were initially identified by one of the 
authors based on personal knowledge 
of the field.
A contact person at each tele-
medicine network was approached 
and asked if they knew of any other 
long-running telemedicine networks. 
This produced a list of nine networks, 
all of which were contacted. Two of 
the nine telemedicine networks were 
excluded from further consideration: 
one because it had apparently ceased 
operating when contacted and another 
because it never replied. The seven 
long-running telemedicine networks 
covered by this paper are shown in 
Table 1. Respondents, who were always 
the network coordinators, were invited 
to co-author this paper in recognition 
of their contribution to data collec-
tion, subsequent data analysis and the 
preparation of this paper.
Data collection
In September 2011, a questionnaire was 
sent to each contact person to collect 
basic information about the networks. 
This was followed in October 2011 
by a second questionnaire designed 
to collect more detailed information 
regarding network performance and 
the evidence base. Each questionnaire 
contained 20 questions based on the 
framework for network performance 
evaluation proposed by Wootton et 
al.4 This framework takes into account 
the perspectives of the three main user 
groups – requesters (i.e. physicians 
requesting advice on the management 
of difficult cases), coordinators (i.e. 
network managers) and experts (i.e. 
those who respond to the electronic 
referrals) – and it identifies five per-
formance measures of relevance to each 
of the three user groups. A third ques-
tionnaire was sent in February 2012 to 
obtain information about governance, 
liability and confidentiality.
Data summary
From the responses to the questionnaire, 
a list of the scientific papers describing 
the work of each network was compiled. 
Only papers listed in Medline and deal-
ing with telemedicine services were 
included in the analysis. To summarize 
their contents, one author extracted 
information from each published paper 
on the following: (1) study design; (2) ef-
fectiveness; (3) quality; (4) economics; 
(5) provision of access to care, and 
(6) sustainability.
A second author, working indepen-
dently, then graded each point. Study 
design was assessed using the nine-point 
scale traditionally employed to measure 
the strength of the evidence.5 For con-
venience, the nine levels were converted 
into a quality score (1 = poor, 2 = aver-
age, 3 = good), where levels I–III were 
considered good, IV–VI average, and 
VII–IX poor. The other five topics were 
graded subjectively and assigned a qual-
ity score based on the amount of infor-
mation provided about them (0 = none, 
1 = poor, 2 = average, 3 = good). Finally, 
the results were reviewed by all authors 
and changed by consensus where nec-
essary. Hence, the papers from each 
network were reviewed by all the other 
networks, and this increased the consis-
tency of the results.
Results
General information
The seven networks studied had been in 
operation from 5 to 15 years (median: 
11 years), as shown in Table 2, avail-
able at: http://www.who.int/bulletin/
volumes/90/5/11-099143. All the net1-
works provide clinical tele-consultations 
for humanitarian purposes, and five of 
them were also involved in some form 
of education.
All networks used store-and-for-
ward (asynchronous) methods for 
delivering tele-consultations, which 
confirms that real-time techniques are 
probably not appropriate in the present 
context. In addition, one telemedicine 
network used videoconferencing for 
consultations pertaining to trauma 
cases, which usually require an im-
mediate response. Four of the networks 
offered tele-consultations in all clinical 
specialties, whereas the other three net-
works focused on delivering specialist 
services in areas such as traumatology, 
orthopaedics, neurosurgery, dermatol-
ogy and management of patients with 
human immunodeficiency virus (HIV) 
infection or acquired immunodefi-
ciency syndrome (AIDS). The source 
of funding for equipment acquisition 
and maintenance varied between tele-
medicine networks but was generally a 
mix of charitable funds and national or 
local support.
Four of the five networks deliver-
ing tele-education provided detailed 
information about their activities. 
Three networks delivered tele-education 
via asynchronous methods such as 
computer-based learning or web-based 
discussion forums. Two networks 
also used synchronous tele-education 
delivered through videoconferencing. 
Educational activities were offered by 
all the telemedicine networks deliver-
ing tele-consultations in specialty areas. 
Consistent with the clinical activities, 
Table 1. Main purpose of long-running telemedicine networks delivering humanitarian 
services
Network Main purpose
Africa Teledermatology Project Teledermatology in Africa
ITM Telemedicine Advice for health-care workers treating HIV infection 
in Africa
Pacific Island Health Care Project 
(PIHCP)
Second opinions for Pacific Islanders health-care 
providers
Partners Online Specialty 
Consultations
Second opinions for rural clinics in Cambodia
RAFT Health staff education in French-speaking African 
countries
Swinfen Charitable Trust Second opinions for physicians in developing 
countries
Teletrauma Advice on trauma care advice in the Ukraine
HIV, human immunodeficiency virus; ITM, Institute of Tropical Medicine; RAFT, Réseau en Afrique Francophone 
pour la Télémédecine.
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tele-education was offered for trauma, 
dermatology and HIV/AIDS case man-
agement.
Organizational models were inves-
tigated through questions regarding the 
three main user groups. The number 
of requesters gives an idea of the size 
of each network and ranged from 10 
to over 500. The number of requesters 
was loosely associated with the range of 
clinical services provided but not with 
the duration of network operation. The 
number of referring sites ranged from 
4 to 399, and the number of countries 
ranged from 1 to 58. The number of 
sites and countries where requesters 
were based was roughly proportional 
to the number of requesters. Methods 
of requester accreditation – the licensing 
necessary to perform a clinical consulta-
tion – were different between the seven 
telemedicine networks, as detailed in 
Table 2. Three of the networks had a for-
mal requester accreditation process; oth-
ers used a more informal mechanism, 
consisting, for example, of personally 
knowing the physicians involved. One 
network claimed to have no requester 
accreditation process at all.
The smallest network had a total of 
15 experts and the largest had 513. The 
number of sites where these were lo-
cated varied greatly, from 1 to 502, and 
the number of countries ranged from 
1 to 22. Differences in organizational 
models were evidenced by the large dif-
ferences in the number of physicians 
using the telemedicine networks. One 
network indicated that not all request-
ers and experts were active because of 
constant staff turnover. This was not 
surprising, especially for big networks 
registering hundreds of physicians. 
All seven telemedicine networks had 
experts based in other industrialized 
countries. Two networks also had ex-
perts located in the countries where the 
requesters were based, and one network 
had experts from other developing 
countries. All the telemedicine net-
works had a process for accrediting the 
experts, as detailed in Table 2. Methods 
of accreditation included state licensure, 
formal credentials, clinical experience 
and training. Finally, in six telemedicine 
networks the experts were working as 
volunteers. Only two networks paid ex-
perts for the time they spent delivering 
tele-consultations.
The management of requests and 
the selection of the experts responsible 
for answering them were done by a co-
ordinator in six of the seven networks. 
Thus, the coordinator appears to be a 
key element of the networks’ organi-
zational model. In one network, this 
activity was performed entirely by the 
requesters themselves, whereas in an-
other network the requesters were sup-
ported in the process by a coordinator. 
The coordinators and the experts were 
funded differently; in three of the seven 
networks coordinators were volunteers, 
whereas in the other four networks they 
were paid for their time.
Network performance
Network activity ranged from 50–400 
tele-consultations per year. In 2010, the 
networks managed an average of 209 
cases. In 2006–2011, three networks 
showed a positive trend over the 5-year 
period, three showed a negative trend, 
and one showed stable activity. On aver-
age, network activity increased by about 
10% each year.
The average time to first reply to a 
request is an important performance 
measure affecting the value of the 
clinical tele-consultations to the refer-
rer. Estimates from the last 12 months 
of operation showed that most networks 
took an average of 24 hours (range: 
5.6–72 hours) to provide a first reply to a 
request. Unanswered replies to requests 
in 2010 were very few, particularly com-
pared with network activity. Moreover, 
some requests could not be processed; 
in some cases, for instance, inadequate 
images were submitted and the refer-
rer was unable to provide satisfactory 
alternatives. Overall, almost all requests 
were answered promptly, i.e. within 48 
hours. Another performance measure 
is the possibility of a dialogue between 
requesters and experts. This feature was 
available for all seven telemedicine net-
works. On the other hand, the experts 
were not always informed of individual 
patient outcomes. In 2010, the number 
of cases managed by a network whose 
individual outcomes were fed back to 
experts varied from none in some net-
works to all in others.
Little quantitative data were avail-
able on the educational activities con-
ducted by the telemedicine networks 
since their establishment. Data from the 
RAFT [Réseau en Afrique Francophone 
pour la Télémédecine] network in sub-
Saharan Africa showed an increase in 
the number of hours of tele-education 
delivered each year. The telemedicine 
network of the Institute of Tropical 
Medicine (ITM) in Antwerp, Belgium, 
offered online learning and web-based 
discussion forums, but contact hours 
could not be quantified.
Scientific output
By the time of the survey, the seven net-
works had published a total of 59 papers; 
44 that dealt with telemedicine and that 
were indexed in Medline were included 
in the present study.6–49 The scientific 
output represented by the 44 papers is 
summarized in Table 3. Information 
about study design was available for all 
papers. In particular, 29 papers repre-
sented non-controlled clinical series, 
with the number of patients observed 
ranging from a dozen to about 2000. The 
remaining 15 papers were anecdotes or 
case reports. Thus, all papers provided 
evidence classified as poor in strength. 
Evidence pertaining to programme sus-
tainability and improved access to care 
was provided by more than half of the 
papers. One fourth of them also covered 
quality and effectiveness, while only a 
few provided any evidence on network 
economics. Overall, the quality of the 
scientific output was poor to average.
Other factors
Other factors relevant to the opera-
tion of each telemedicine network 
are summarized in Table 4, avail-
able at: http://www.who.int/bulletin/
volumes/90/5/11-099143. Although 
governance varied across the seven 
networks as a function of differences 
in organizational models and contexts, 
medical liability and patient confidenti-
ality were handled in similar ways. The 
factors concerning sustainability were 
generally different between networks, 
and included institutional anchor-
ing, organizational models, technical 
and clinical solutions, clinical quality 
and benefits to patients, exit strategy, 
technology and funding. Uncertainties 
in funding were a common risk factor. 
Others had to do with the availability 
of coordinators, the training of experts, 
a lack of infrastructure and equipment 
and similar problems. Questionnaire 
respondents gave their views about 
the future plans of their telemedicine 
networks. These were similar across 
networks and had to do primarily with 
expansion to other countries and with 
the engagement of additional experts. 
Collaboration with other telemedicine 
networks was also listed as a feasible and 
useful plan for the future.
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Discussion
The present study summarizes the 
experience gained to date with exist-
ing telemedicine networks that deliver 
humanitarian services. All of the seven 
well established, long-standing networks 
studied provided reasonable evidence 
that they were improving access to care 
in the developing world. However, the 
overall quality of the scientific output 
emanating from these networks is still 
rather weak. This applies to study design 
and to the evaluation of other important 
parameters, including effectiveness, 
service quality and economics. Stronger 
evidence is therefore needed to increase 
the appropriate use, scale and impact 
of telemedicine in resource-limited set-
tings.50 This need for stronger evidence 
underscores that more and better evalu-
ations need to be conducted.3 Given their 
size and relative success, long-running 
telemedicine networks should be the sub-
ject of controlled evaluations in future.
Another relevant finding from the 
study pertains to network performance. 
Measuring the performance of a telemed-
icine network is essential for understand-
ing whether the network is working as 
intended or having the desired effect. By 
adapting a recently developed framework 
for network performance evaluation,4 
we documented the seven telemedicine 
networks’ performance and the services 
they provided. Differences in services 
and performance could be explained by 
different organizational models.
Notwithstanding the use of dif-
ferent organizational models, clinical 
case load was strikingly similar across 
networks: all seven networks were 
providing only a few hundred tele-
consultations annually. This activity 
level may stem from the fact that the 
networks are run by a single indi-
vidual or a small number of committed 
enthusiasts or “clinical champions”. 
Since the present networks collectively 
appear to meet only a tiny fraction of 
the potential demand from the devel-
oping world,51 one may wonder why 
their activity levels are not increasing 
rapidly. Although the reasons could 
be many, small-scale organizational 
models may be one. Future work might 
therefore be directed at investigating 
new organizational models that would 
facilitate large-scale network operation. 
Improved collaboration between exist-
ing networks may prove beneficial as 
well, since it would attenuate the lack 
of resources reported by some networks 
and improve sustainability.
The findings of the present study 
have two main implications. First, tele-
medicine networks delivering humani-
tarian services appear to be sustainable 
– at least as operated to date – and they 
deliver clinically useful services. Sec-
ond, the evidence summarized in this 
paper, albeit weak, may be useful to 
decision-makers. It may, for instance, 
encourage ministries of health in de-
veloping countries to establish, support 
or join similar telemedicine networks.
The present study has several limita-
tions. For one thing, the list of networks 
studied may not be exhaustive; other 
long-running telemedicine networks 
around the world may also be deliver-
ing humanitarian services. However, we 
believe that we have covered the main 
active networks. Furthermore, the study 
was not a systematic review and the as-
sessment of the quality of the scientific 
studies emanating from the networks 
was necessarily subjective. Moreover, we 
examined only successful networks (and 
arguably, experience from unsuccessful 
networks may be equally informative). 
Finally, the experience of the telemedi-
cine networks was reviewed by people 
responding on behalf of the networks 
and may reflect reporting bias.
The present study emphasizes the 
need to generate stronger evidence 
and more and better evaluations of 
telemedicine networks and their effec-
tiveness in improving outcomes and 
access to health care. Future research 
should address these topics. None-
theless, the present study provides 
reasonable grounds for supporting the 
future expansion of telemedicine net-
works offering humanitarian services 
in developing countries. ■
Acknowledgements
We are grateful to our colleagues in the 
various networks for their willingness to 
share the data about network operation.
Competing interests: None declared.
Table 3. Quality of the scientific output of the telemedicine networks delivering humanitarian services, based on 44 papers
Measure Study design Effectiveness Quality Economics Access to care Sustainability
No. of papers providing evidence 44 11 14 6 28 25
Median quality scorea 1 1 1 1 1 2
Range of quality scores 1–1 1–2 1–2 1–2 1–2 1–2
a 0 = none; 1 = poor; 2 = average, 3 = good.
صخلم
ةيملعلا جئاتنلاو ءادلأاو ةبرلخا :ةيناسنلإا تامدلخا ميدقت لامج في ةليوط ةترف ذنم ةلماعلا دعب نع بيبطتلا تاكبش
 بيبطتلا تاكبشل ةيملعلا جئاتنلاو ءادلأاو ةبرلخا صيخلت ضرغلا
.ةيناسنلإا تامدلخا ميدقت لامج في ةليوط ةترف ذنم ةلماعلا دعب نع
 ةترف  ذنم  ةلماعلا  تاكبشلا  نم  تاكبش  عست  ديدتح  مت  ةقيرطلا
 عبس  تمدقو  –  رثكأ  وأ  تاونس  سخم  ذنم  لمعت  يتلا  –  ةليوط
 جئاتنلاو  ءادلأا  كلذ  في  ماب  اهتطشنأ  نع  ةيليصفت  تامولعم  اهنم
 تعضخ  يتلا  قارولأا  نم  تامولعلما  صلاختسا  متو  .ةيملعلا
 ةسارد  ميمصت  فصت  يتلاو  ،نار��قلأا  بناج  نم  ةعجارملل
 لىإ  لوصولا  يرفوتو  اتهايداصتقاو  اتهدوجو  اهتيلاعفو  تاكبشلا
 رفوتم يرغ” لكش في تانّيبلا ةوق ليجست متو .ةمادتسلااو ةياعرلا
.“ديج وأ طسوتم وأ فيعض وأ
 :قاطنلا( اًماع 11  ذنم طسوتلما في عبسلا تاكبشلا لمعت جئاتنلا
 دعب  نع  ةيريسر  تاراشتسا  تاكبشلا  عيجم  تمدقو  .)15-5
 متو  ،ريرمتلاو  نيزختلا  قرط  مادختساب  ةيناسنلإا  ضارغلأل
 رغصأ  تمض  .ميلعتلا  لاكشأ  ضعب  في  اًضيأ  اهنم  سخم  ينمضت
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 .يربخ  500  نع  ديزي  ام  اهبركأ  تمض  مانيب  اًيربخ  15  تاكبشلا
 .اًيونس  ةلاح  500  لىإ  50  ينب  ام  ةيريسرلا  تلاالحا  ءبع  ناكو
 في  ةقرو  44  جاردإ  متو  ،ةقرو  59  هيلاجمإ  ام  تاكبشلا  تشرنو
 ةوق تناك ،ةساردلا ميمصت لىع ًءانبو .Medline تانايب ةدعاق
 29  تحضوأ(  ةيديلقتلا  يرياعلما  قفو  ةفيعض  ماع  هجوب  تانّيبلا
 نع ديزي ام تمدقو .)ةباقرلل ةعضاخ يرغ ةيريسر لسلاس ةقرو
 .ةياعرلا  لىإ  لوصولا  ينستحو  ةمادتسلال  تاّنيب  قارولأا  فصن
.ةكترشلما رطلخا لماوع دحأ نومضلما يرغ ليومتلا ناكو
 في  تاكبشلا  ينب  نواعتلا  ينستح  دعاسي  نأ  نكملما  نم  جاتنتسلاا
 ينستح  فيو  تاكبشلا  ضعب  اهنع  تغلبأ  يتلا  دراولما  ةلق  فيفتخ
 ام  لىع تاكبشلا  موقت  ،تانّيبلا  ةدعاق  فعض مغربو .ةمادتسلاا
 هذه  عجشت  دقو  .اًيريسر  ةديفمو  ةمادتسم  تامدخ  ضرعب  ودبي
 تاكبش ةماقإ في يركفتلا في ةيمانلا نادلبلا في رارقلا عانص جئاتنلا











结果 七个网络平均运行了 11 年（范围为5-15年）。所
有的网络均使用存储和转发方法提供人道主义目的临床远
程诊治，其中五个网络还涉及某种形式的教育。最小的网
络拥有 15 名专家，最大的网络拥有 500 多名专家。每年
处理的临床病例数目为 50 至 500 例。这些网络发表的论











Réseaux de télémédecine à long terme offrant des services humanitaires : expérience, performances et production scientifique
Objectif Synthétiser l’expérience, les performances et la production 
scientifique des réseaux de télémédecine à long terme offrant des 
services humanitaires.
Méthodes Neuf réseaux à long terme - opérant depuis cinq ans ou 
plus - ont été identifiés, et sept d’entre eux ont fourni des informations 
détaillées sur leurs activités, notamment sur leurs performances et leur 
production scientifique. Les informations ont été extraites de revues 
évaluées par des pairs, décrivant les réseaux aux niveaux plan d’étude, 
efficacité, qualité, économie, offre d’accès aux soins et durabilité. La 
solidité des preuves a été évaluée comme suit: nulle, faible, moyenne 
ou bonne.
Résultats Les sept réseaux étaient opérationnels depuis en 
moyenne 11 ans (de 5 à 15 ans). Tous les réseaux fournissaient des 
téléconsultations cliniques à des fins humanitaires au moyen de 
méthodes d’enregistrement et de retransmission, et cinq d’entre eux 
étaient aussi impliqués dans une certaine forme d’éducation. Le réseau 
le plus petit comptait 15 experts, et le plus large, plus de 500. La charge 
de travail clinique allait de 50 à 500 cas par an. Au total, 59 revues 
avaient été publiées par les réseaux, dont 44 répertoriées dans Medline. 
La solidité des preuves, basée sur le plan d’étude, était généralement 
médiocre selon les normes conventionnelles (par exemple, 29 revues 
décrivaient des séries cliniques non contrôlées). Plus de la moitié des 
revues ont prouvé la durabilité et une amélioration de l’accès aux soins. 
Le financement incertain représentait un facteur de risque courant.
Conclusion Une collaboration améliorée entre les réseaux pourrait 
aider à atténuer le manque de ressources signalé par certaines revues 
et à améliorer la durabilité. Malgré la faiblesse de la base de données, 
les réseaux semblent offrir des services durables et cliniquement 
utiles. Ces résultats pourraient intéresser les décideurs des pays en 
voie de développement quant au lancement, à la prise en charge ou à 
l’association de réseaux de télémédecine similaires.
Резюме
Действующие продолжительное время телемедицинские сети, предоставляющие гуманитарные 
услуги: опыт, эффективность и научные результаты
Цель Подвести итоги, включающие в себя опыт, эффективность 
и научные результаты действующих продолжительное время 
телемедицинских сетей, предоставляющих гуманитарные услуги.
Методы Из девяти сетей, действующих продолжительное время 
(пять лет или более), семь предоставили подробную информацию 
о своей деятельности, включая эффективность и научные 
результаты. Информация была получена из рецензируемых 
научных статей, описывающих изучение конструкции сетей, 
эффективность, качество, экономические показатели, а также 
предоставление доступа к медицинской помощи и надежность 
работы. Достоверность предоставленных фактов была оценена 
по следующей шкале: отсутствует, низкая, средняя, высокая.
Результаты Семь сетей функционируют в среднем на 
протяжении 11 лет (диапазон: 5–15 лет). Все сети предоставляли 
клинические теле-консультации с целью оказания гуманитарных 
услуг, используя методы с промежуточным хранением данных, а 
Bull World Health Organ 2012;90:341–347D | doi:10.2471/BLT.11.099143346
Research
Telemedicine networks delivering humanitarian services Richard Wootton et al.
пять из них также были вовлечены в некоторые образовательные 
программы. Наименьшая сеть включает в себя 15 специалистов, 
а самая большая – более 500. Клиническая нагрузка составляла 
от 50 до 500 случаев в год. Сетями всего было опубликовано 
59 документов, 44 из которых были размещены в Американской 
национальной библиотеке медицинской литературы Medline. 
Исходя из дизайна исследования, достоверность фактов 
в основном была низкой в сравнении с общепринятыми 
стандартами (например, 29 документов содержали описание 
неконтролируемых групп обследуемых пациентов). Более 
половины документов предоставили доказательства надежности 
и улучшения доступа к медицинской помощи. Общим фактором 
риска были признаны изменчивые источники финансирования.
Вывод Улучшение взаимодействия между сетями может помочь 
снизить влияние нехватки ресурсов, о которой сообщили 
некоторые сети, а также повысить надежность предоставляемых 
услуг. Хотя качество базы фактов является низким, можно 
сделать вывод, что сети предоставляют надежные и полезные 
с клинической точки зрения услуги. Эти выводы могут 
заинтересовать лиц, принимающих решения в развивающихся 
странах относительно создания, поддержки или слияния 
подобных телемедицинских сетей.
Resumen
Redes de telemedicina de larga trayectoria que ofrecen servicios humanitarios: experiencia, rendimiento y resultados 
científicos
Objetivo Resumir la experiencia, el rendimiento y los resultados 
científicos de las redes de telemedicina de larga trayectoria que ofrecen 
servicios humanitarios.
Métodos Se identificaron nueve redes de larga trayectoria (aquellas 
que llevaban 5 años o más en funcionamiento). Siete de estas redes 
proporcionaron información detallada sobre sus actividades, incluyendo 
aspectos como el rendimiento y los resultados científicos. La información 
se extrajo a partir de documentos con revisores externos que describían 
el diseño de estudio de las redes, así como su efectividad, calidad, 
economía, acceso a la asistencia y sostenibilidad. La solidez probatoria 
se clasificó como nula, mala, normal o buena.
Resultados Las siete redes llevaban una media de 11 años en 
funcionamiento (intervalo: 5–15). Todas las redes proporcionaban 
teleconsultas clínicas con fines humanitarios utilizando métodos 
de almacenamiento y transmisión. Cinco de ellas también estaban 
implicadas en alguna forma de educación. La red más pequeña contaba 
con 15 expertos, frente a los más de 500 de la red más grande. El número 
de casos anuales fue de entre 50 y 500. Las redes han publicado un total 
de 59 documentos, 44 de ellos están recogidos en Medline. En base al 
diseño del estudio, la solidez probatoria fue en general mala para los 
estándares convencionales (por ejemplo, 29 documentos describían 
series clínicas no controladas). Más de la mitad de los documentos 
evidenciaron la sostenibilidad y el acceso mejorado a la asistencia. La 
falta de certidumbre en lo relativo a la financiación fue un factor de 
riesgo común.
Conclusión Una mejora de la colaboración entre redes puede ayudar 
a atenuar la falta de recursos observada en algunas redes, así como 
a mejorar la sostenibilidad. Aunque la base probatoria es débil, las 
redes parecen ofrecer servicios sostenibles y clínicamente útiles. Estos 
resultados pueden ser interesantes para los responsables políticos en 
países en vías de desarrollo, para la puesta en marcha, el apoyo o la 
adhesión a redes de telemedicina similares.
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